January 7: L.V. -= ' J.4 with telescopic correction. This is a case of corneal grafting, by a technique which is not original; the object was to see if the technique in vogue could be simplified. We had at the hospital a donor who came in on account of copper wire having been driven through the upper eyelid, causing a series of recurrences of hmmorrhage in the vitreous, and general irritability of the eye. Eventually the eye was removed, and we were able to use the cornea. Preliminary sterilization by ultra-violet-light irradiation was carried out.
The graft was the same size in host and donor, and I tried to shelve the graft in both cases, on Mr. Tudor Thomas's recommendation. Members can see that the iris is fixed, and that this coincides with the pupillary aperture.
On the third day the graft could just be seen through the aperture; it was completely opaque, and looked like soft blotting paper. Seven days later it was clear, the stitch had cut out, and the conjunctiva began sliding back.
A week ago vision was A,and with telescopic spectacles _f', and JA4 for reading.
Mr. TUDOR THOMAS congratulated Mr. Rycroft on the result achieved in this case. The graft had a clear shining surface, and the vision (A) was very. gratifying.
Mr. Rycroft had mentioned the difficulty in deciding the position of the pupil. This could be determined by transillumination if two transillumiinators were used, and by observing the lighted patch on the cornea one was able to estimate the depth of the anterior chamber and the position of the pupil, and could arrange the graft to coincide. In dealing with a small pupil, particularly with a small fixed pupil, it was important to have the graft immediately in front of it. He (the speaker) had had one case-a good one-in which the graft was reasonably clear, but it did not q'uite correspond with the position of the pupil. That was one of his earlier cases, and he had not localized the pupil with sufficient exactitude. It was a case of old superficial keratitis, and the.pupil was bound down to the lens. In an attempt to give the patient better vision he had tried to perform iridectomy in order to enlarge the pupil downwards, but the iris tissues were so tough and fibrous that it could not be done. Some time later he had tried again, and this time had succeeded in enlarging the pupil or pulling it downwards. Meantime, however, the trauma to the eye had done considerable harm to the graft, which became practically opaque. The lesson to be learned was, that a graft which was clear should be, as far as possible, left alone; and that it was important to take every possible precaution before commencing operative treatment to get everything right with the utmost precision. WVhere an iridectomy had been performed, or in cases in which the pupil could be fairly easily dilated with atropine-and that could be found out by transillumination-the importance of the position of the graft was not so marked.
He (the speaker) had not, as yet, published a detailed account of the technique he followed in carrying out corneal grafting in human beings.
His results had been as follows: Out of 15 cases 10 were, he considered, successful, the criterion of success being that there was a retention of a certain amount of clarity, and a decided usefulness of vision. The patient, whom he had shown at the last ordinary meeting of the Section, and in whose case the operation had been successful, had, unfortunately, Section of Ophthalmology 525 died not long after the meeting. He was subject to high blood-pressure, and had acute nephritis, frorn which he died on the eve of his departure for his home in New Zealand. His vision had become s6 . He (Mr. Tudor Thomas) was much pleased to see this case of Mr. Rycroft's. He thought that in a few years, when ophthalmic surgeons had carefully compared their technique and experiences, it would be possible to put the subject of transplantation of the cornea on to a proper basis, and thus give a large measure of hope to sufferers from corneal opacity.
Two Brothers, members of a family with " lobster-claw" (split-hand and split-foot deformity), one The history of this family was recorded in 1908 by Sir Thomas Lewis and Dr. Embleton (Biometrica, 1908-9, vi, 26) . The patients are the only children of an affected father.
Edward G., aged 23, shows the skeletal defect. His eyes are normal. Herbert G., aged 20 is blind. He came under observation at the Royal Eye Hospital at the age of 5; aniridia and congenital subluxation of the lenses were noted. At the age of 6, vision was A in each eye. Owing to recurrent attacks of inflammation the right eye is now completely shrunken. The left lens has become partially opaque. This patient's hands and feet are normal. No evidence of ocular. abnormalities in other members of this family.
These cases are shown to bring out the linking up of skeletal defects with eye defects. The following is a list of some recognized associations:
Familial Digital Abnormalities in Relation to Eye Defects.
(1) Syndactyly associated with aniridia.
(2) Arachnodactyly associated with congenital subluxation of lenses.
(3) Polydactyly associated with retinitis pigmentosa-probably incompletely described cases of (4) Laurence-Moon-Biedl Syndrome. Mother noticed that since the age of 4 years the child's right eye shone in certain lights; she is uncertain as to whether the child has ever seen with the eye. Five older children all healthy. Mother's brother had eye removed at the age of 6 years on account of "decay." Grandmother was Maltese, which probably accounts for the pigmentation. 
